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About Jan Swasthya Abhiyan | 


The Jan Swasthya Abhiyan (JSA) was formed in 2001, with the coming 
together of 18 national networks that had organised activities across 
the country in 2000, in the lead up to the First Global Peoples Health 
Assembly, in Dhaka, in December 2000. The JSA forms the Indian 
regional circle of the global People’s Health Movement (PHM). At 
present it is the major national platform that co-ordinates activities 
and actions on health and health care across the country. The JSA, 
today, is constituted of by 21 national networks and organisations and 
state level JSA platforms (which are present in almost all states in the 
country). Network partners of the JSA include a range of organisations, 
including NGOs working in the area of health, feminist organisations, 
peoples science organisations, service delivery networks and trade 
unions. 


Perspective and Objectives 


The Jan Swasthya Abhiyan believes that despite medical advances and 
increasing average life expectancy, there is disturbing evidence of 
rising disparities in health status among people in India and 
worldwide. Enduring poverty with all its facets and in addition, 
resurgence of communicable diseases including the HIV/AIDS 
epidemic, and weakening of public health systems is leading to reversal 
of previous health gains. The major objectives of the Jan Swasthya 
Abhiyan include: 


1. Draw public attention to the adverse impact of the policies of 
iniquitous globalization on the health of Indian people 

2. Locate the campaign to achieve ‘Health For All’ in the campaign to 
establish the Right to Health and Health Care as basic human 
rights. 

3. Need to confront commercialization of health care, while 
establishing minimum standards and rational treatment guidelines 
for health care. 


4. The urgent need to promote decentralization of health care and 
build up integrated, comprehensive and participatory approaches 
to health care 


5. Network with all those interested in promoting peoples’ health. 


National Co-ordination Committee Members 


All India Drug Action Network (AIDAN) 

All India People’s Science Network (AIPSN) 

All India Democratic Women’s Association (AIDWA) 
Bharat Gyan Vigyan Samiti (BGVS) 

Breast Feeding Promotion Network in India (BPN) 
Catholic Health Association of India (CHAI) 

Centre for Community Health and Social Medicine, JNU 
Christian Medical Association of India (CMAI) 
Forum for Creche and Child Care Services (FORCES) 
Federation of Medical Representative 

Associations of India (FMRAI) 

Health Watch 

Jan Swasthya Sahyog (JSS) 

Joint Women’s Programme (JWP) 

Medico Friends Circle (MFC) 

National Alliance of People’s Movements (NAPM) 
National Federation of Indian Women (NFIW) 
National Association of Women’s Orgs. (NAWO) 
Public Health Resource Network (PHRN) 

SAMA — Resource Group on Women’s Health 
SATHI — CEHAT 

Society for Community Health Awareness 

Research and Action [SOCHARA] 


Participating Organisations: 
Over 1000 organizations concerned with health care and health 
policy from both within and outside the above networks. 


Website: www.phmindia.org 


A Worker’s speech to a Doctor 


We know what makes us ill. 

When we’re ill word says 

You're the one to make us well 

For ten years, so we hear 

You learned how to heal in elegant schools 
Built at the people’s expense 

And to get your knowledge 

Dispensed a fortune 

That means you can make us well. 

Can you make us well? 

When we visit you 

Our clothes are ripped and torn 

And you listen all over our naked body. 

As to the cause of our illness 

A glance at our rags would be more revealing. 


One and the same cause wears out 

Our bodies and our clothes. 

The pain in our shoulder comes 

You say, from the damp; and this is also the cause 
Of the patch on the apartment wall. 


So tell us then: Where does the damp come from? 
Too much work and too little food 

Make us weak and scrawny. 

Your prescription says: Put on more weight. 

You might as well tell a fish. Go climb a tree 

How much time can you give us? 

We see: one carpet in your flat costs 

The fees you take from 

Five thousand consultations 

You'll no doubt protest your innocence. 


The damp patch on the wall of our apartments 
Tells the same story. 


Bertolt Brecht 


Safeguarding Health of Children 


Amidst the deafening noise of India being ranked the 6'" largest 
economy in terms of nominal GDP, a sense of optimism is 
constantly sold that a wealthier India is somehow a healthier India. 
Whether GDP represents the wealth of a country or its citizens is a 
discussion on its own, but this so-called wealthier India is not 
healthier. India does poorly as regards basic public health indicators 
such as those related to child health in comparison with other 
economies that are similar to India in economic rankings. In fact, 
India is ranked at 131 in the Human Development Index and 
compares poorly with the other emerging economies known by the 
acronym BRICS (Brazil, Russia, India, China and South Africa). 
(Figure 1) 


Figure 1. Human Development Index of BRICS countries 
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Part of the reason behind these economic measurements having 
poor association with health, relates to the use of GDP as an 
indicator of well being. As Joseph Stiglitz says: “GDP is not a good 
measure of economic performance, it’s not a measure of well- 
being’. India has grown economically, but this growth hasn't led to 
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proportionate improvements in social welfare and health. This is 
particularly evident in the slow decline in child mortality, infant 
mortality, and measures of height and weight in children. Let us 
look at the trends in Infant Mortality Rate (IMR), one of the most 
sensitive measure of child health, followed by its determinants and 
other problems of child health. 


Infant Mortality Rate (IMR) 


As per the Sample Registration System (SRS-2017), India’s IMR was 
34 in 2016. Although, the IMR has decreased from 88.4 in 1990 to 
34.6, the rate of decrease is particularly worrying. This is in line with 
the discussion of stagnation in reduction of IMR since 1971. The 
rates of IMR reduction decreased due to the so-called structural 
reforms since 1991, and the same trend has continued. 

During this period, despite frequent political upheavals and natural 
disasters, our neighboring country Nepal, showed a steeper decline 
in IMR. It is important to reiterate that the gap in IMR reduction 
between Nepal and India has been consistent for almost 20 years 
now. Another neighbor, Bangladesh, showed similar progress and 
has fared better in reducing their IMR since 1995-2000. This flies in 
the face of claims regarding our economic development, as both of 
our neighboring countries are nowhere close to India’s economic 
ranking- with Bangladesh at 32 and Nepal at 95. 


Wide disparities in IMR 
{ 

There is a wide variation across and within states as well as 
between rural and urban areas. Across the different states 
(excluding union territories), Kerala and Goa have the lowest IMR of 
10 and 8 respectively, whereas Madhya Pradesh (47), Odisha (44), 
Assam (44), Uttar Pradesh (43) and Rajasthan (41) have an IMR 
similar to or even worse than many poor countries in’ Sub-Saharan 
Africa. These 4 states alone constitute more than one-third of the 
Indian population. The disparities are even more within states; for 
instance Southern Rajasthan, Northern Madhya Pradesh, Northern 
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Odisha and Central Brahamputra and Cachar Plains of Assam have a 
very high IMR of 51 and above. 


In general, rural India has a far worse IMR than urban India (Figure 
2). While more than two-thirds of India lives in rural areas, their 
IMR is worse than their urban counterparts, with the widest 
difference of 24-point in rural (46) versus urban (22) Assam. The 
state of Kerala is the only Indian state without any difference in IMR 
in rural and urban areas (10). Apart from the regional disparities, a 
gender based difference is also seen in IMR, with a 16-point 
difference in Rural Bihar between males (31) and females (47). Such 
differences are expected to exist across other social differences like 
social class, caste, religion and others. Clearly, the average IMR of 
34.6 in India does not capture the details of these huge disparities. 
Some areas/populations have a very high IMR that needs to be 
addressed as a public health emergency. 


60 
40 
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Determinants of Infant Mortality Rate 


IMR is a particularly sensitive indicator of public health and is a 
reflection of socio-economic disparities, living conditions and 
access/utilization of health care. Thus, IMR represents a ‘social 
mirror, that reflects the glaring inequalities in society and reflects 
social injustice at a grand scale. Over the years, different studies on 
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IMR and child survival have identified the determinants of child 
health and infant mortality, which has been shown in Figure 3 as a 
conceptual framework. 


Too often, the problem of infant mortality is seen as a biomedical 
problem, in the hope of quick-fix solutions. This reductionist 
approach tries to ignore the root causes of the problem and has a 
limited impact on IMR reduction. The proximal determinants such 
as maternal health, health service utilization, malnutrition and 
other individual predispositions to the causes that lead to infant 
mortality are only the precipitating factors for mortality and are 
caused ‘by intermediate determinants. The intermediate 
determinants such as availability of food, safe water & sanitation, 
access to quality healthcare and vaccination are therefore very 
important. In this context, the distal determinants of IMR and child 
survival such as poverty, inequality, public health spending, 
women’s education, gender bias and others are the ultimate causes 
that cause both intermediate and consequently- proximal 
determinants leading to infant mortality and morbidity. 


Poverty 


The absolute poverty rates in India decreased since 2000s from 
38.9%(2004) to 21.2% (2011) as per the international poverty line 
(2011 PPP $1.90 per person). Here we may add that the reported 
decline in poverty rates have been disputed by many eminent 
economists. However, this is only a measure of extreme poverty. 
We know that many people living above this poverty line also live a 
fragile economic life. Even these figures indicate that one in five 
Indians is extremely poor. Poverty reduction is uneven and most of 
the poverty reduction has been in states and social groups that 
were already better off. 


Further, the progress in poverty reduction as well as employment 
has been affected recently with demonetization, poorly 
implemented GST and moderation of trends in the construction 
sector and depression of rural wages. Unemployment, lack of 
minimum wages and minimum support price and other issues also 
compound this distal determinant of child survival. 


Figure 3: Conceptual framework of determinants of Child Health 
and Infant Mortality 
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inequality 


The marked slowdown in the decline of IMR, can be correlated with 
the significant increase in income inequalities. This is in line with the 
Wilkinson’s hypothesis, which states that the IMR as a measure of 
population health is associated with income inequality more than 
economic growth per se. Incidentally, in the recently released 
World Inequality Index, an almost parallel increase in India’s 
income inequality can be seen during the same period (Figure 4). 
Disturbingly, India’s inequality is now worse than US and Canada, 
and by some margin. 


Public Health Spending 


India’s public health spending is only 1.2% of GDP, which is way 
below the world average of 4.9%. We pay a heavy price for the 
dismal health budget of the country which reflects in our health 
indicators. Due to very low public health spending, Indian public 
health is poor in terms of quality and most of the health care is 
privatized (about 70%). Since most of the spending is out of pocket, 
health care expenses turned about 5.5 crore Indians to below 
poverty line last year. Thus, poor public health spending is leading 
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to poor child survival both due to weak health systems and poverty. 
Even the National Health Policy (NHP) recognized the massive 
contribution to poverty due to catastrophic expenditures.’ The 
NHP 2017 also proposes to increase our public health spending to 
2.5% by 2025.” Here, it would be useful to recall that the NHP 2002 
had proposed to increase it to 2.0% by 2010, which never 
happened.® 


Figure 4: Trend of top 10% income shares across different 
countries (1980-2016) 


_ Share of national ircome (%} 


Source: World Inequality Report. WID.world (2017).”” 
Women’s Education 


Women’s education is one of the most important determinants of 
child survival. The relative success of IMR reduction in Kerala is 
widely attributed to the achievement of almost universal literacy 
among women.’ Though there have been improvements in literacy 


rates over the years, the status of women’s education in most parts - 


of India is still poor. According to NFHS-4, only 36% of Indian 
women are likely to get 2 10 years of schooling, whereas 28% have 
no schooling at all. The corresponding rates in men are better at 47 
and 12% respectively. Years of schooling is also associated with 
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early marriages. Marriage before the legal age of 18 is 27% for 
women age 20-24, and 46 % for women age 45-49. 


Gender bias 


The issue of gender bias exists beyond literacy differences and is 
deeply embedded in our society. Patriarchal norms are common in 
household Gecision making, economic freedom, parenting roles, 
differential leveraging of resources in women’s illnesses versus 
men’s illnesses etc. These are not only associated with other distal 
determinants, but have an independent impact on child survival. 
Only, a healthy girl can become a healthy woman. Instead of a life 
course based approach, women’s health is seen as a priority only 
given during pregnancy, which is too late and can be expected to 
have limited impact on child survival. The politics and inherent bias 
in restricting women’s health to her pregnancy is another problem 
that needs to be addressed. Sadly, even amidst some increase in 
literacy and economic growth, the child sex ratio has plummeted 
further in the new surveys, with only 916 girls for every 1000 boys. 


Malnutrition 


Malnutrition rates in India constitute a critical public health 
emergency. Wasting, a sign of acute under-nutrition, has a 
prevalence rate of 21% in children under five, whereas 36% are 
underweight. Height is considered a highly important marker of 
early life health as it is a sort of proxy for children’s nutrition and 
disease. It is also a predictor for longevity, cognitive abilities and a 
healthier and productive future. Therefore, stunting rates, a 
measure of low height for age and indicative of chronic 
undernutrition is extremely important to track. Unfortunately, 38% 
of children under the age of five years are stunted. Although there 
have been improvements, given the magnitude of the problem, a 
serious sense of urgency is required to address stunting. The fact is 
that Indian children are among the shortest in the world. Moreover, 
disparities between different social class, caste and regional 
variations are still present. 


1S 


Malnutrition is 
affected by the same 

determinants 
discussed in the 
framework in figure 
oc Sis AAW ICET ES Crate pean 
additional concerns. 
Despite the fact that 
children born to thin 
mothers (BMI less 
than 18.5 kg/m2) are 
more likely to be 
stunted, wasted, and 

underweight, 
inadequate attention 
has been paid to 
women’s health from a life course perspective. Interventions are 
aimed at only pregnant women, which is late and has a limited 
impact. Child feeding practices in the first two years are an 
especially important intervention to prevent malnutrition and 
improve child survival. Three, open defecation is another important 
predictor of height of children in India. Although it has improved 
over the years, open defecation rates in India are still 38.9%. 


Indian Children are among 
the shortest in the 


world 


The state of child undernutrition over the last decade 


Children are the most vulnerable to malnutrition and it is common 
knowledge that adequate nutrition is an essential prerequisite for 
the proper growth and development of children. Any intervention 
Or programme to address malnutrition should ideally focus on 
young children. Data from the National Family Health Survey (NFHS) 
depicts the decadal change in the levels of undernutrition among 
children below the age of five years, and we see that even though 
there has been some improvement in the outcomes of various 
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Figure 5: Decadal change in select indicators of undernutrition 
among under 5 children (Source: NFHS 3 and 4) 
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indicators, the levels of wasting, stunting and underweight 
continues to remain significantly high. While the proportion of 
stunted and underweight has undergone a decrease from NFHS-3 
(2005-06) to NFHS-4 (2015-16), the same do not hold true for 
wasting. While stunting has decreased from 48% to 38.4% and 
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Regional variation in wasting prevalence among under 5 children on 
the basis of NFHS 4 (Source: The Wire) 
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underweight has gone southward from 42.5% to 35.7%, the 
proportion of wasting and severely wasting has increased by about 
2% each. Data available shows that the levels of all indicators of 
undernutrition among children under the age of five years remain 
significantly high and our achievements in producing positive 
outcomes in this regard has been less satisfactory when compared 
to the other countries in the region. There are also regional 
variations, with southern’ states continuing to improve 
considerably, while their northern counterparts lag behind. 


It is an established fact that the first thousand days of life are the 
most critical when it comes to nutrition. Data from the surveys 
conducted show that the growth of children progressively increases 
from birth upto 24 months of age and then plateaus. Therefore, any 
intervention targeted at this age group yields the maximum 
outcome. 


Infant and Young Child Feeding 


The biggest drivers of neonatal deaths in India are premature births 
and low birth weights, whereas diarrhoea, pneumonia, infections 
and under-nutrition become the leading cause of death after the 
first month of life. 


16 


While prematurity and low birth weights can be prevented if the 
‘mother is well nourished, better infant and young child feeding 
practices (IYCF) can prevent a lot of post-neonatal deaths. The 
current rates of important IYCF indicators are shown in Table 1. 
Whereas, early initiation of breastfeeding was 41.5% in the 95% 
ever-breast fed babies, only 55% received exclusive breastfeeding 
till 6 months. It is important to reiterate that both these are 
extremely important for adequate nutrition of the child as well as 
for preventing diarrhoea and other infections that are important 
causes of infant mortality. Complementary feeding should be 
Started at 6 months (with continued breastfeeding) for optimal 
nutrition of children. The WHO minimum acceptable diet (during 
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complementary feeding) is a combination of dietary diversity and 
minimum meal frequency. Including both breastfed and non- 
breastfed babies, a dismal 9.6% of Indian children are provided with 
minimum acceptable diet. Since, the NFHS-4 has started to measure 
the minimum acceptable diet for the first time, it is important to 
focus on this indicator- for better nutrition and survival of Indian 
children. However, improvement in IYCF:factors needs continuous 
proximity between mother and child for that period and much 
expenditure of time and effort on the part of the mother. In the 
absence of support within the home or by systems such as 
maternity entitlements and creches at worksites, this becomes 
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untenable. Meeting the minimum acceptable diversity targets in 
complementary feeding is extremely difficult given the 
inaccessibility and unaffordability (more importantly) of foods that 
are needed for minimum dietary diversity. Also, with little support 
in parenting and limited role in decision making, minimum meal 
frequency is often difficult for working mothers, especially those 
working in the informal sector. Thus, there is an underestimation of 
how much time, trouble and expense goes in child care, given the 
practical difficulties and struggles together with the absence of 
support systems.’ 


Table 1: Status of important IYCF indicators (Source: NFHS 4) 
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i Early Initiation of earner cing (within one | 41.5% 
, hour) 
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Median duration of Breastfeeding 


4 | Complimentary feeding (6-23 months) with | 9.6% 
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Childhood Anemia 


Childhood Anemia is another serious concern as it impairs cognitive 
development, stunts growth and increases the predisposition to 
infectious diseases. The rates of anemia are very high in Indian 
women and our hidden hunger rate is among the highest in the 
world. Among children under five years of age- 28% suffer from 
mild anemia (Hb=10-10.9%), 29% from moderate anemia (Hb=7- 
9.9%), and 1.6% from severe anemia (Hb=7-9.9%) 
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National Nutrition Mission: The way forward? 


After years of apathy and slumber, it is believed that the 
government has finally woken upto the challenge of malnutrition in 
the country and has finally seemed to have understood that 
malnutrition is a multifactorial issue which requires a cross sectoral 
approach. This has been duly acknowledged in the National 
Nutrition Mission (NNM) or Poshan Abhiyan that was launched by 
the Prime Minister of 28th March 2018. It aims to address the issue 
through a multi pronged approach incorporating convergence as 
the central theme of the mission. It also recognises the importance 
of community involvement and engagement. NNM has within its 
framework laced enough flexibilities for the states to adopt its own 
measures and interventions. While, NNM is a much needed 
intervention by the government, it leaves many issues unanswered. 
For one, it remains ambiguous on addressing the challenge of food 
diversity and stemming the decline of local food production, more 
importantly millets, a cheap source of protein. The activists have 
been urging the government to adopt a “Farm to Fork” approach in 
nutrition mission by addressing the pertinent issues in agriculture 
and food security. This, however, has not been fully understood in 
the context of NNM. The mission is very much focussed on 
achieving “targets” and tends to miss the big picture. This malaise 
has plagued many a programme in India, most notably the much 
revered National Health Mission (NHM). While, it talks about 
community involvement, there is surprisingly very less engagement 
with campaigns, movements and grass roots organisations like the 
Right to Food campaign which have stood in the forefront to 
protect the rights of people’s access to food. The active 
involvement of some “notable” players in nutrition is being feared 
to create a lot of conflicts of interest and thereby jeopardise the 
very objectives of the mission. ; 


Concurrently the Government’s main programme to address 
nutritional needs of children and mothers, The Integrated Child 
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Development Scheme (ICDS) is constantly under threat. (See 
Appendix || at the end of this booklet) 


Conclusion: While an exclusive focus on child nutrition is welcome, 
a comprehensive approach is still lacking. Child nutrition and child 
health need to be viewed in the context of the importance of 
ensuring child rights. The intermediate and the distal determinants 
need to be kept in consideration while formulating policies for 
children. Although the NNM/Poshan Abhiyan talks about a multi 
pronged approach, a sectoral convergence needs to be built up in 
the entire structure. A localised approach towards child health and 
nutrition is an effective way to deal with incidents of malnutrition. 
Effective community participation must be ensured. Budgetary 
resources need to be substantially enhanced at the level of the 
Union Government and in the States. 
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important Determinants of Child Health 


In addition to nutrition there are concerns related to several areas 
that have a mahor impact on child health. 


Immunisation 


Though immensely important, the proportion of fully immunized 
children is still 62%. Although the rates have improved, there is still 
a huge scope of improvement. It is important to note that more 
than 90.7% vaccinations are from the public health sector, with the 
private sector clearly providing very little. Unsatisfactory access to 
immunization is largely related to the lack of capacity in the public 
health system, which is in turn related to chronic under-funding. 


Child Labor 


A significant population of Indian children work as child labourers, 
including in hazardous industries (Figure 6). This stands as a direct 
contradiction to the fundamental right to free and compulsory 
education enshrined in the 86" amendment act 2002 of our 
Constitution. A welcome change was the passing of the Child 
Labour (Prohibition and Regulation) Amendment Act in 2016 in 
Rajya Sabha. This prohibits the engagement of children (5-14) in all 
occupations and of adolescents (14-18 years) in hazardous 
occupations. However, there is a cause of concern in clause 5, 
which says that this won’t be applicable if the child is involved in 
family or family enterprise non-hazardous work after her school- 
hours or during her vacations. Regardless of the intent behind the 
clause, this may lead to invisible forms of child labour and can 
affect school attendance. 
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Figure 6. Child labour statistics in India 
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Source: The source of the Data is CRY analysis of census 2011 and 
World Report on Child Labor-2015. 


Street Children 


About 18 million children work on the streets of India, including 
children who are homeless. By the very nature of this vulnerability, 
malnutrition, hunger, health problems, substance abuse, theft, and 
commercial sexual exposure are common problems in these 
children. Exposure to intense sun, rain, and cold, pollution and 
sexual exposure make them vulnerable to many diseases and public 
health problems. Inadequate attention and legislation exist for the 
improvement of their condition. 


Orphan Children 


About 5% children under 18 are orphans, whereas 3% are not living 
with a biological parent. The associated psychosocial risk factors, 
with or without poverty, impairs cognitive, development. Early 
impairment of cognitive functions, in turn, affects their school and 
economic performance, leading to an intergenerational 
transmission of poverty. Strategies in early childhood development 
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is essential to prevent the loss of cognitive development in these 
children to ensure a healthy future for the generations to come. 


Children with disabilities 


Children with disabilities are an extremely vulnerable group and 
need special attention. One of the major concerns is to ensure 
inclusion and effective access to education, health, along with 
specialized rehabilitation services to children with disabilities. There 
are about 4.5 % children with disabilities in India, out of which 1.14 
% of children are between the age group 0-4 years and 1.54 % in 
the age group 5-9 years. 


In India out of every 100 babies born yearly 6-7 have a birth defect, 
i.e. around 17 lakhs birth defects annually and accounts for 9.6% of 
all newborn deaths. Moreover, developmental disabilities and 
~ developmental delay are common in early childhood and affects at 
least 10% of children. According to the data collected by the 
organization Childline, around one third of most disabilities in 
children are preventable. In the absence of timely interventions, 
permanent disabilities may result, including hearing, visual, 
cognitive and physical impairments. 7 


Access to health care is challenging for children with disabilities and 
their parents, as hospitals often do not have facilities and do not 
provide physical access to children with disabilities. In such a 
situation, parents have to physically carry their child and travel long 
distances for rehabilitation and other needs. 


The Government under the National Health Mission through 
District Early Intervention Centres is screening and providing early 
intervention to children with disabilities. But there .is lack of 
physical access and the number of these centres ‘is low -- out of 
meagre 266 approved centers in India. (2014-2015) only 92 centers 
are operational and cater to 3,05,056 children with disabilities only, 
as against a requirement of 7.18 lakh. 


ioe 


Appendix 1 


Creches for children under three years of age 


Creches are decentralised community-based centres where mothers 
leave their children when they go for work. The creches provide a safe 
and secure environment for the overall growth and development of 
children through feeding, disease prevention and care. The children 
are kept nourished and healthy and sick children are identified and 
referred to hospital for care. Creche helps elder siblings attend school 
and supports women’s work and thereby the increase of household 
income. 


The Public Health Resource Network (PHRN), a growing network of 
public health practitioners and activists working towards the goal of 
“Health for All” has been involving itself as a resource agency for 
creches across the country over the past six years. It has been directly 
running créches in the states of Jharkhand and Odisha while providing 
technical support to partner organisations in the states of Chhattisgarh 
and Bihar. It has already developed a proof of concept with creches 
with several papers and publications showing the favourable outcomes 
on malnutrition through creches. In Odisha, PHRN is implementing a 
programme to open 150 creches in the five southern districts of 
Kalahandi, Rayagada, Malkangiri, Nabarangpur and Koraput, wherein it 
will develop a model which will be later mainstreamed by the state 
government. The work of PHRN and other organisations like Ekjut, Jan 
Swasthya Sahyog (JSS) and Mobile Creches clearly depict the efficacy of 
creches as an intervention to address malnutrition among very young 
children. The only measure adopted by the government as of date is to 
provide supplementary nutrition to children below three years of age 
which completely misses the comprehensiveness required to stem 
undernutrition. Creches along with active community involvement 
focuses on providing food made from local produce. It also takes into 
consideration the wider social determinants and focuses on continuity 
of care. It is imperative, therefore, that the government include 
creches as an important component in its nutritional interventions. 
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Appendix 2 


The Integrated Child Development Services (ICDS) 
programme under attack 


The ICDS is a unique outreach programme to meet the nutritional 
needs of ten crore Indian children under the age of six and to 
improve the nutrition levels of pregnant and lactating mothers 
from the most vulnerable sections of our society. This massive 
program receives Rs 16,000 crore from the central government 
annually while state governments spend another Rs 16,000 crore. 
Till 2006, ICDS was reaching only one-third of the country but 
given the alarming statistics of malnourishment, the Supreme 
Court had ordered that it be universalised. The fulcrum of the 
programme is the 14 lakh anganwadi workers who implement a 
slew of schemes pertaining to healthcare, sanitation, livelihood 
and women empowerment at the village level. 


It has been reported that The Ministry of Women & Child 
Development is quietly planning pilot projects to replace the hot 
cooked meals and panjiri given under ICDS withdirect cash 
transfers. 


Sejal Dand, working on the Right to Food Campaign (RTFC) in 
Gujarat says, “The Supreme Court directive was very clear. Kids 
under three were to be given a panjiri while those between three 
to six years of age were to be given a hot cooked meal preferably 
using local foods to be cooked by local community women.” 


“This is the current practice. The financial allocation for pregnant 
and lactating mothers is Rs 7 per day while the financial 
allocation for every child is Rs 6 per day. The reason why ICDS can 
provide meals at these rates is because the Food Corporation of 
India gives them grain at subsidised rates. The ICDS buys eggs at 
Rs 4 per egg while the market price is Rs 8 per egg,” said Dand. 
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In the past, there have been attempts by the corporate sector to 
enter the ICDS programme by substituting packed ready made 
food for freshly cooked meals. This is contrary to the spirit of the 
programme as well as the Supréme Court’s directives which 
prioritise decentralised, locally produced food made by women’s 
groups, thus providing both fresh food to children and 
employment to women. 


Cash transfers into bank accounts have not worked successfully | 
either in the MGNREGA or in the Public Distribution System 
(PDS). The key question is will they be effective in combating 
malnutrition and rampant anaemia affecting lakhs of pregnant 
and lactating mothers? Nutritionists warn that there are major 
bottlenecks involved in cash transfers. - 


The Government is also making a strong push for ‘nutrient 
packets’, declaring these will reach every child through the postal 
service. If that happens, the Anganwadi workers’ primary role as 
providers of food and feeders of children will be diminished. 
Anganwadi workers, treated by the state as poorly paid 
volunteers are becoming increasingly vocal, have organised into 
trade unions and are demanding that they receive proper wages. 
The government may be anxious to rid itself of the financial 
burden that will accrue in the years to come. 


Nutritionists also point to the absurdity of replacing wholesome 
fresh food with packaged food that contains preservatives which 
are particularly damaging for the health of young children. 


Instead of expanding ICDS the government seems to be going one 
step backwards. But India’s impoverished, underfed and often 
unlettered mothers and their children need much more than just 
a bit of cash in the bank. 


(Extracted from “Is the government of India planning to 
dismantle the Integrated Child Development Services (ICDS) 
programme, the world’s largest food security project?”by 
Rashme Sehgal. Courtesy: The Wire, 9"" October, 2017) 
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